Dental and medical care are closely interlinked since certain clinical oral manifestations can provide a useful insight into underlying systemic diseases. With recent research highlighting unique 'twoway' relationships between systemic and oral disease processes, it is paramount medical students are aware of these. Medical school curricula scarcely cover oral disease and oral examination; the purpose of this article is to provide a foundation for further learning. A clear focus has been made on four key aspects: the core dental team, oral lesions, dental disease and oral manifestations of systemic drugs.
INTRODUCTION
Dental health can have a profound impact on the physical and emotional wellbeing of a patient. As such, dentistry is much more than the 'pearly smiles' portrayed in recent media. In many ways, the oral cavity can be seen as a "window on the body" (1) , where oral changes can reflect underlying systemic illnesses, so a thorough oral examination may help medical practitioners confirm their diagnosis. (1) However, a recent study highlighted that 89% of medical students felt their training in the examination of the oral cavity was inadequate. (2) Furthermore, as a holistic approach to patient care is seen as the ideal, it makes sense that medical students have a working knowledge of dentistry. In their career, they are likely to encounter patients complaining of oral problems and having a basic knowledge of how to manage them will prove to be invaluable. This article aims to provide an initial insight into the world of dentistry.
THE DENTAL TEAM
As with medical care, dental care is delivered through a team approach (see figure 1 ). All members are equally important and must communicate effectively to ensure quality patient care. (3,4)
ORAL LESIONS
There is an array of lesions which present in the oral cavity, all differing in their clinical presentation. Whilst some may remain benign, some have the potential to turn malignant and can have a significant effect on a patient's life. (5) Figure 2 illustrates a range of lesions and their common clinical presentations.
White patch lesions can be the result of necrotic epithelium, debris or fungi collecting on the oral mucosal surface. (6) However, in some cases such as frictional keratosis, the white appearance can be attributed to an increase in keratinization. (6, 7) This increase is brought about by recurrent mucosal trauma. (6,7) Trauma is not the sole reason as to why white patch lesions may develop. Further causes include neoplasia, immune related disease (e.g. lichen planus) and infection (e.g. candidosis). (6-9) Candida is ubiquitous as part of the normal oral microflora, however, its proliferation is generally the result of an underlying illness or antibiotic/steroid therapy. (7, 10) Lichenoid reactions clinically resemble lichen planus ( figure  3 ) and are brought about by systemic disease or a reaction to drugs and metals (such as amalgam). (8) Once the aggravating agent is removed, the reaction usually subsides. (8) Erythematous lesions, like white patch lesions, also have many causes. Erosive lichen planus has a similar autoimmune aetiology to lichen planus however, here it presents as a painful lesion which is characterised by red patches. (8, 11) Contact hypersensitivity reactions are allergic reactions to materials used in dentistry such as amalgam, latex and anaesthetics. (12) The location of the erythematous patch usually corresponds to the site of exposure. (7) Erythematous candidosis is the term given when a candidal infection results in visible red areas on the oral mucosa in the absence of white plaque. (13) Taking a smear of the site can often indicate the presence of candida and the condition may itself be an indication of immunosuppression. (7, 13) Ulcerations of the oral mucosa are usually painful and they vary in severity and cause. Trauma to the oral mucosa results in a deep localised ulcer. (7) Conditions such as acute necrotizing ulcerative gingivitis (ANUG ) which is thought to be caused by anaerobic bacteria and potentiated by factors such as stress and smoking, result in widespread ulceration affecting the gingivae. (14) White patch lesions or erythematous lesions that cannot be rubbed off or characterised as a specific disease are termed leukoplakia or erythroplakia, respectively. 
INSIGHT INTO DENTAL DISEASE

Dental caries
Although preventable, dental caries is a common progressive disease of the dental hard tissues, that can lead to pain and tooth loss if not managed appropriately. (17, 18) 
Periodontal Disease (PD)
Although PD encompasses a range of disorders that affect the periodontium (a group of tissues which provide support to the teeth), the term commonly refers to gingivitis and periodontitis. (22) These are both inflammatory disorders brought about by a response to bacterial substrates from dental plaque. (22) Gingivitis is highly prevalent affecting many adults worldwide. (22) It is a reversible condition characterised by erythematous and swollen gingivae (gums) that bleed on brushing and is related entirely to plaque accumulation around the gingival tissues. The management of periodontal diseases involve improving the patient's oral hygiene and removal of supra-and sub-gingival calcified deposits. (27) 
ORAL MANIFESTATIONS OF SYSTEMIC DRUGS
In an age where an increasing number of patients are being prescribed medications, knowledge of their side effects is crucial.
Medication Related Osteonecrosis of the Jaw (MRONJ)
Bisphosphonates inhibit osteoclast function during periods of high bone turnover in disease states such as osteoporosis, Paget's disease and bone metastases. (28) MRONJ is a complication of bisphosphonate therapy (usually after dento-alveolar surgery) affecting normal bone turnover, characterised by areas of exposed, necrotic jaw bone. (29) 
Xerostomia
Whilst it is widely acknowledged that many medications can lead to xerostomia (dry mouth), head and neck radiotherapy and disease states such as anxiety, depression, HIV and systemic disease such as diabetes and Sjögren's syndrome can also potentiate the condition. (34) Patients suffering from xerostomia will often experience eating and speech difficulties, taste disturbance, burning sensations and oral pain. (35) Furthermore, as the buffering effect of saliva is removed, the patient becomes more susceptible to dental caries. (36) Treatment for xerostomia aims to alleviate symptoms. Patients are advised to suck on sugar free sweets, use artificial saliva substitutes, drink more water and avoid dry foods. (36) 
CONCLUSION
Although this article provides an insight into dentistry, it is by no means exhaustive. What has been covered should equip medical students with an appreciation of key areas in dentistry that they may encounter during their medical career. We hope that readers build upon this framework and develop their knowledge throughout their careers of lifelong learning. Medicine and dentistry go hand in hand and collaboration between members of both professions will result in the successful management of patients.
FIGURES
Figure 1 (table): Summary of the Core Dental Team. (4)
THE CORE DENTAL TEAM
Dentists
Typically, the first clinical contact for patients. They diagnose, manage and prevent a range of oral problems.
Dental nurses Assist dentists chairside and are essential for patient care, infection control and administrative tasks.
Dental hygienists
Focus on the improvement and maintenance of a patient's oral health. Through educating and delivering regular treatment they play a vital role in combating periodontal disease.
Dental therapists
Extending on the role of a dental hygienist, dental therapists can also undertake simple restorative procedures (e.g. placing temporary dressings and simple fillings) and extract primary teeth.
Dental technicians
Responsible for the fabrication of dental prosthesis under the prescription of a dentist. Bridging the gap: an insight into dentistry Shyam Karia et al.
